at night; there was increasing difficulty in starting micturition and incontinence of feeces on two occasions.
October 1960: Again admitted to the National Hospital. By this time there was pronounced spastic paraparesis with loss of abdominal reflexes, exaggerated lower limb reflexes and extensor plantar responses. The gait was unsteady and Romberg's sign was positive. A moderately sharp sensory level was found at the level of the seventh thoracic dermatome on both sides. All modalities of sensation were affected. At this stage it was decided that removal of the protruded disc offered the only chance of relief.
Operation (October 1960, Mr George Bonney):
The patient was put in the prone position. The left side of the mid-thoracic spine was exposed by resection of the posterior ends of the third to the seventh ribs and forward displacement of the pleura and lung. The pedicles and articular processes of the fifth and sixth thoracic vertebra were partially removed to expose the dura mater. A hard rounded nodule, about 1 cm x 1 cm, was found protruding backwards from the intervertebral space, pressing on the left lateral and anterior aspects of the theca (Fig 3) . It was defined and excised and calcified degenerate disc material was removed from the intervertebral space. Progress: Immediately after operation there was almost complete paraplegia. Gradual recovery followed; the gait improved and by February 1961 the patient could walk without sticks. Rombergism became less and eventually disappeared; skin sensibility gradually improved. The patient resumed his original occupation in June 1961. Three years after operation the tendon reflexes in the right lower limb are brisker than those in the left leg, and the right plantar response is still extensor. Some impairment of pain and temperature sensibility persists in the left lower limb. However, there is no subjective disability and the patient's gait is normal.
Comment
This case shows several points of interest. A Brown-Sequard syndrome with spastic paraparesis gradually developed because of pressure by a protruding thoracic intervertebral disc. After removal of the disc there was almost complete recovery but residual signs of a 'reversed' Brown-Sequard syndrome persisted. The hazards of the posterior approach to protruded thoracic intervertebral discs were avoided by the use of the anterolateral approach (Hulme 1958). Although osteitis pubis is comparatively rare, it has frequently been reported in urological literature in association with various operations. It is therefore thought that the following case report might be of interest as a case of osteitis pubis of apparently traumatic origin. Case Report Male, aged 30, an Olympic road-walker 22.6.63: Admitted to a Cumberland hospital. Forty-eight hours previously he had been doing very hard physical training on the fells and had subsequently developed pain in the right groin and stiffness of the right thigh.
About a month prior to this he had had an infected blister on the ankle, which healed rapidly.
Examination revealed a pyrexia of 102°F and painfully restricted abduction and external rotation of the right hip. He had slight transient dysuria. He was diagnosed as subacute rheumatism and was treated with aspirin and 1 mega unit of penicillin twice a day for a week, by which time his pyrexia had subsided. Discharged 10.7.63. Section ofOrthopedics 29.7.63: Attended Middlesex Hospital Athletes Clinic complaining of a persistent ache in the right groin and stiffness of the right thigh and groin with painful restriction of hip movements. No history of urethritis or urinary infection.
Examination (29.7.63): Apyrexial. Marked tenderness over pubic bones and symphysis. Both spermatic cords were tender in the inguinal canals. In the scrotum the testes and vasa were normal. The right hip had painful limitation of abduction with marked adductor spasm. No septic focus was apparent clinically.
X-ray of the pelvis showed the typical changes of osteitis pubis, namely widening of the symphysis together with fluffy loss of definition of the margin of the adjacent bone, the changes being about equal on both sides of the symphysis (Fig 1) . WBC 7,600.
13.8.63: Admitted for investigation. His symptoms had subsided to a certain extent.
On admission: Temperature 98°F. Pulse 60. There was still some adductor spasm and limitation of abduction of the right hip.
Investigations: Tomograms of the symphysis showed destructive lesions involving the pubic bones adjacent to the symphysis and widening of the symphyseal space. The condition appeared to have resolved markedly since the plain X-ray taken a fortnight earlicr. WBC 7,000 (neutros. 48 %, lymphos. 38 %, monos. 7 %, eosinos. 7 %). ESR 39 mm in 1 hour (Westergren). Haemoglobin 99%. Serum proteins 7-4 g/100 ml. Electrophoresis showed marked increase in y-globulin. Blood WR negative. Paul-Bunnell negative. Brucella agglutination titre less than 1 in 40.
Antistaphylococcal a-hemolysin titre 20-32 units/ ml. Urine sterile. Prostatic smear -Strep. fecalis and diphtheroids. Fmces microscopy showed no abnormality.
His symptoms continued to decrease rapidly while he was in hospital and he was never pyrexial. It was therefore felt unjustifiable to explore the symphysis. Discharged 20.8.63.
3.9.63: Seen in Outpatient Department. His symptoms had decreased still further and he had started gentle training again. All induration had disappeared and the hip movements were full. ESR 33 mm in one hour. 24 .9.63: The discomfort in the symphysis had settled but, one week before, while on holiday in Antistaphylococcal a-hiemolysin titre< 2units/ml.
Discussion
Osteitis pubis associated with closed injury is rare compared with its occurrence after urogenital procedures. Peirson (1929) , Painter (1930) and Adams & Chandler (1953) have each reported one case where osteitis pubis followed strenuous exertion. In the latter two cases remission of sy.mptoms followed operation. Peirson's case spontaneously discharged pus containing Staph. aureus and then settled. Burman et al. (1934) and Klinefelter (1950) each described a case where the osteitis pubis followed a direct injury to the pelvis. Symptoms subsided in fifteen months and ten weeks respectively, the former being the more severe injury.
The etiology has been suggested as being an avascular necrosis of the synchondrosis (Stutter 1954) due to vascular damage at operation or subsequent thrombophlebitis.
In our patient the persistently raised antistaphylococcal a-hkmolysin titre suggests infection probably superimposed on subperiosteal damage produced by muscle action. If the symptoms had not rapidly settled operation would have been carried out. Painter's and Adams & Chandler's cases settled after operation. Turner Warwick (1960) has reported two cases of urogenital origin which both settled rapidly after curettage of the synchondrosis. The treatment of malignant disease of bone always presents a difficult problem and every case must be considered individually, for there is no routine solution.
Radiotherapy is usually disappointing and amputation, particularly of the upper limb, might be considered overzealous in the relatively lowgrade malignant lesion. Segmental resection may successfully remove the tumour only to leave the function of the remaining part of the limb severely impaired. The manufacture of a prosthetic replacement for the excised segment is complicated, time-consuming and expensive. This case is presented to illustrate an effective way of replacing the proximal part of the humerus with an autogenous fibular graft. The method is not new and Clark (1959) , reporting the progress of a patient on whom the operation was performed thirty years earlier for a giant cell tumour, gives credit to Rovsing for first describing the operation in 1910. Several other reports illustrating the successful use of the method for inflammatory as well as neoplastic conditions of the upper humerus are also referred to by Clark.
Case Report A ledger clerk, aged 66, fell and injured his left shoulder in January 1962, and attended hospital three weeks later complaining of persistent pain and stiffness in the joint. The upper arm was slightly swollen but not tender and abduction was limited and painful. X-ray revealed a multilocular cystic swelling expanding the upper end of the humerus (Fig 1) . The margins of the lesion were fairly well defined although the overlying cortex was thin and appeared to be cracked at one point. The crack was regarded as being traumatic in origin and the cause of the patient's complaints. The tumour itself was considered to be a chondroma of long standing, brought to light by the fall.
The events of the next three months cast no doubt upon this view, the pain disappeared and a full range of shoulder movements returned. The X-ray appearance of the tumour was unchanged.
Subsequently pain returned intermittently to the arm but did not appear to be related to the tumour. By November 1962, however, the swelling had visibly increased in size and the pain was more persistent and severe, although movement remained full. X-rays left no doubt that the lesion was now malignant, for it had increased in size and had broken through the cortex of the bone (Fig 2) . At operation, through an anterior approach, the tumour was found to involve the upper 14 cm of the humerus and to have infiltrated into the deltoid muscle near its insertion. The proximal 18 cm of humerus was resected together with the adjacent portions of the deltoid and rotator muscles.
The proximal 23 cm of the left fibula was removed and the lower 3 cm trimmed to fit the medullary cavity of the distal end of the humerus. The upper end was loosely tied to the acromion and muscles were reattached where possible.
Histological examination of the specimen confirmed the diagnosis of low-grade chondrosarcoma. The lobulated tumour tissue, eroding the cortical bone, with some reactive bone formation and numerous enlarged pleomorphic cells could be seen (Fig 3) .
